Sir, Lichen planus (LP) is a papulous dermatitis including several clinical variants. The erosive lichen planus form (ELP) mainly involves the oral cavity and/or the genitalia (1, 2). In those rare cases where oral mucosa is not involved, ELP seems to affect genital areas mainly in the female gender (2). Only a few cases of ELP involving the plantar surface have been reported (3 4). Onychoatrophy is a form of plantar ELP; in our opinion, this specific diagnosis makes it possible to distinguish between this form and psoriasis (5). We have previously described two uncommon cases of ELP involving neither the oral mucosa nor the genitalia. In the first case, a man, the groin was affected, while in the second case, a woman, ELP was found in the plantar areas (5). We report here the case of a patient with ELP affecting the back as well as the pretibial area.
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CASE rEPOrT
A 56-year-old man, employed as a manager, who was an inveterate smoker with a very stressful life, was referred to our unit for the onset and progressive worsening, over a period of a few months, of a papulous and pruriginous dermatitis involving the upper back (Fig. 1a) , both sides of the nostrils, and the lower limbs, where the lesions had a whitish border (Fig. 1b) resembling that of Wickham's striae. Lesions in all sites appeared as erosive papules, lilac-pink in colour, and merged into plaque in the back. The oral mucosa revealed a mild symmetrical reticular lichen planus; moreover, some fingernails had a grooved appearance. The genitalia, palms and soles were spared.
At punch analysis of the eroded area of the back, the epidermis was centrally ulcerated and invaginated, and, at the ulcer edges, it showed vacuolar degeneration of the basal layer. A band-like chronic inflammatory infiltrate was present in the upper dermis. The inflammatory infiltrate was predominantly sustained by lymphocytes with some macrophages. Focally, a few lymphocytes penetrated the overlying epidermis (Fig. 2) . The routine blood tests were within the normal range, including the markers for B and C hepatitis; the anti-nuclear antibodies and the tests for syphilis were negative. A diagnosis of ELP was therefore made.
Low-dosage (3 mg/kg/day) cyclosporin A (CyA) treatment and daily application of a strong steroid ointment produced a rapid (in one month) clinical improvement. After an arbitrary discontinuation of the therapy, a partial relapse was seen approximately one month later; the patient was therefore prescribed oral cortisone by the general practitioner. A few months later, the patient had an ischaemic heart attack; consequently, our observations ceased.
DISCuSSION
The clinical/histological analysis confirmed our diagnosis of ELP, thus excluding possible diagnosis for self-injury dermatitis, or discoid or subacute form of cutaneous lupus erythematosus. Lesions in the oral cavity, as well as histopathological analysis, further contributed to confirm our diagnosis. In our opinion, this case would fall into the "pseudo-factitial dermatitis" range; a skin condition that is usually misdiagnosed as dermatitis artefacta (6). In similar cases, a histopatholo- gical investigation is absolutely required. Our diagnosis was further confirmed by a recent observation of two cases of ELPs (5) occurring in unusual sites.
Drug therapy with CyA, using an appropriate dosage for each patient, was found to be an excellent treatment for inflammation (5), often allowing the patient to have a satisfying quality of life. Indeed, CyA has a strong inhibitory effect on T lymphocytes. The application of a steroid ointment was combined with drug therapy in order to accelerate the response to CyA. This association even allowed us to slightly decrease the dose of CyA. The effective use of topical tacrolimus, suggested as an alternative to oral CyA, needs to be confirmed for affected areas other than the genitals or oral mucosa, where percutaneous penetration is facilitated (7).
In conclusion, ELP is an aggressive variant of LP, often involving the oral cavity, and sometimes occurring in the genitalia; however, it does not spare folds, plantar regions or, as evidenced in our case, other atypical sites. 
